Operation: This is performed under ring block anmsthesia. A local tourniquet is applied. The nail is gently elevated and avulsed from side to side if this has not been done already to allow gross infection to subside. The infected granulations in the lateral nail folds are gently curetted away. Each fold is retracted and the deep lateral groove exposed. The distal pulp is pierced by a No. 1 sterile needle at a point so that it may be pushed accurately along the floor of the lateral nail groove. It is pushed home until it is arrested by the terminal phalanx. An incision is made round the eponychium from one needle to the other. Two further incisions extend from the proximal corners of the eponychium at 45 degrees. Dorsal and lateral skin flaps are reflected to give adequate exposure. Lateral incisions are made down to bone parallel and below the needles. A proximal transverse incision joins these and is placed proximal to the embedded needle points. It is a superficial marker since the extensor tendon may lie under it. The needles are withdrawn past the lunule and the rectangle of tissue Section at B-B will show a tubularform ofthis containing the germinal matrix is completed by another transverse incision down to bone distal to the lunule. The rectangle is excised by elevating the lateral edge from the side of the bone. The block is then undercut from side to side. Proximally a plane of cleavage opens up and the block easily lifts off the capsule of the joint and extensor tendon. Distally it is elevated from the bone. The lateral edges and proximal corners must be elevated cleanly since the germinal matrix is close to the periosteum in these places. The distal parts of the lateral nail grooves are excised as wedges without entering them, using the needles in them as guides. The whole area is cleaned. The lateral skin flaps are sutured back and the dorsal flap advanced if there is not too much tension. A dry non-adhesive dressing is applied to encourage epithelialization and healing.
The completeness ot excision can be checked, simply, by examining the block of tissue to ensure that the epithelial pockets are intact with a margin of tissue outside. In 10 consecutive cases I have examined the blocks of tissue histologically. Sections were cut in the planes shown in Fig 3 . Each section showed that an adequate amount of tissue had been allowed underneath the germinal matrix and outside the nail grooves. Sections across the pockets gave a tubular appearance and the most proximal sections never showed the presence of matrix at all.
The method has advantages. It works just as well when the nail has been excised previously. The boundaries of the germinal matrix are known before commencement of exposure, which is therefore adequate. The stages of the operation are standardized and easily followed. Healing is rapid. The average time away from work has been two weeks. Some have returned in one week. Rees (1964) reported that the average time away from work after the Zadik operation was six weeks. The method may also be used for excision of the lateral parts of the germinal matrix as a conservative measure. The stresses applied to the knee-joint are greater than those to almost any other joint in man, since it is the joint between the two longest bones in the body and bears at times the entire body weight. No other joint in the leg depends less for its stability on the shapes of its constituent articulating surfaces.
It follows, therefore, that stability of the knee depends almost entirely on the integrity of its ligaments and muscles. Without their support the ability to bear the full weight is lost. Studies of the stability of the knee are relevant to (1) examination of the injured knee, (2) treatment of ligamentous injuries, (3) surgical access to any part of the joint and (4) prosthetic replacement.
3Section ofOrthopwdics
We have studied the anatomy of the cadaveric knee and noted the action of the ligaments and muscles when varus and valgus stresses have been applied to the joint.
For this study 21 cadaveric knees were dissected and examined. They were stripped of skin and fascia, dissected to expose the muscles and ligaments around the joint and photographed to show the fibre patterns. To overcome rigor mortis we divided the patellar ligament, reflected the patella and flexed the knee. Fig. 1 Diagram to show the method ofmeasurement ofthe increased angulation ofthe tibia on the femur after division ofvarious ligaments. The change in angulation is measured by the alteration in angle between the two Steinmann pinis shown Varus and valgus angulation was measured between Steinnmann pins inserted in the femoral condyle and tibia (Fig 1) . Measurements were with the knee in full extension and in 20 degrees flexion.
The structures divided were (1) the medial or lateral ligaments, (2) the anterior cruciate ligament, (3) the posterior cruciate ligament, (4) the posterior capsule and (5) the surrounding muscles. The standard deflecting force was used in each case.
When the muscular contribution to the stability of the knee is considered, it is found that there are important extensions from the attachment of the medial ligament which spread in a fan-like fashion forwards and across the quadriceps tendon to the vastus lateralis. Thus it should be possible for a strained or stretched medial ligament to be tightened by the quadriceps muscle through these fibres. This was confirmed by a further experiment in which the quadriceps tendon was left intact.
In considering the lateral ligament complex it seems probable that the lateral collateral ligament is only a minor part and that the iliotibial tract is the principal part of this complex. Table 1 . This demonstrates the importance of examining the injured knee both in partial flexion and full extension. From this one can deduce that if the valgus deflection is greater than 10 degrees in the injured extended knee the posterior capsule must be damaged, and this is confirmed when there is greater than 20 degrees deflection in partial flexion. On the other hand, the deflection is not more than 6 degrees when the posterior capsule is intact, even if both cruciate ligaments have been divided. The results with a varus stress are seen in Table 2 , and show that the fibular collateral ligament plays little part in the stability of the knee compared with the iliotibial band.
These cadaveric studies demonstrate the advisability of clinical examination of an injured knee both in extension and in partial flexion of approximately 20 degrees. They suggest that if the angle of valgus deflection is more than 20 degrees in the partially flexed knee, then the posterior capsule is probably torn, and that if the deflection is also greater than 10 degrees in full extension then it is certainly torn. They also demonstrate the importance of the quadriceps muscle to the stability of the knee, confirming a long-accepted clinical observation. 35 
